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Abstract 
Research has found the therapeutic alliance to be the strongest predictor of 
successful outcomes from treatment (Orlinsky, Ronnestad, & Willutzki, 2003) .  While 
many populations have been studied to determine successful outcomes through the 
strengthening ofthe therapeutic alliance, psychological literature lacks research targeting 
the specific group of sexual offenders. The present research addressed this gap in 
psychological literature. Research focused upon three treatment groups involving 1 9  sexual 
offenders. The study investigated four hypotheses: (a) symptoms will be reduced as a result 
of treatment, (b) helping alliance will improve over time in treatment, (c) the strength of the 
helping alliance will be related to the degree of symptom improvement, (d) feedback given 
to the therapist about empathy (component of helping alliance) will foster better treatment 
outcomes. 
Preliminary outcome data was gathered using three different measures. The 
Helping Alliance Questionnaire II (HAQ II) is a widely used 19 item questionnaire that 
measures the strength of the client therapist alliance. The Empathy Scale Revised (ESR) is 
a 23-item test that asks patients to rate how caring, empathic, and genuine their therapists 
are. The Outcome Questionnaire 45.2 (OQ 45.2) is a 45-item test that measures distress 
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symptoms. The pre-test included the HAQ-II, OQ-45 .2, a demographic questionnaire, and 
an informed consent statement. The 2nd through the 1 1 th week included only the ESR 
which was scored and interpreted by the lead researcher. The encoded results were then 
sent back to the lead therapist before the beginning of the next group session for the 
treatment group but not for control groups. The post-test included the OQ-45 .2 and HAQ­
II. 
Results indicate that during the course of treatment symptoms were reduced. 
Similarly, the helping alliance was improved. Finally, the strength of the alliance was 
related to the degree of improvement in symptoms. However, the feedback of ESR 
information did not affect outcomes. 
These results suggest that an effective working alliance can be formed with sex 
offenders. Second, the helping alliance is at least somewhat related to outcomes. Third, 
even for the relatively short treatment period investigated, symptomatic improvement can 
occur among sex offenders. 
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Sexual Offenders 1 
Sex offenders average a 50% drop out rate and cost tax payers about 169,029 
dollars per offender. They also have a high recidivism rate and will probably offend 
again, putting more of the public at risk. Public opinion has focused more on punishment 
than rehabilitation in therapy. This has not been found to help the offender. However, if 
therapy is considered, sex offenders often associate treatment with punishment and begin 
the therapeutic relationship distrusting the therapist from the start (Crolley, Roys, Thyer, 
& Bordnick, 1998; Stukenberg, 2001; Turner, Bingham, & Andrasik, 2000). Gaining 
feedback from the offender on how the relationship between the client and the therapist is 
important in building a healthier and more honest working alliance, especially since a 
recent study by Drapeau (2005) reports, "More research is necessary in order to fully 
understand the factors that influence treatment changes with sexual offenders but the 
present studies strongly suggest than an effective alliance between therapists and clients 
plays a major role in generating treatment benefits" (p. 123). 
Definition of Working/Therapeutic Alliance 
According to Bordin (1979), " . . .  we can speak of the working alliance as 
including three features: an agreement on goals, an assignment of task or a series of tasks, 
and the development ofbonds" (p. 253). Bordin (1979) goes on to say, " . . .  when 
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attention is directed toward the more protected recesses of inner experience, deeper bonds 
oftrust and attachment are required and developed" (p. 254). If therapy is to be effective, 
the therapeutic/working alliance must be established. Bordin emphasizes both therapist 
and client effort in establishing this relationship. Bordin ( 1 979) states, "It seems certain 
that both parties, change seeker and change agent, come with sets of reflecting faith, 
hope, and experience-in group dynamics parlance they are spoken of as hidden 
agenda-which must be openly encountered in the forging of a strong alliance" (p. 255). 
Beech and Hamilton-Giachritsis (2005) agree how, "A cohesive group involves 
commitment, concern, and friendship for one another. Groups such as these appear to be 
strongly related to treatment efficacy. The activation of such a group needs to be 
therapist-led" (p. 1 3 8). 
Client Feedback 
According to Marshall et al. (2002), "There is extensive literature indicating that 
for a variety of psychological or behavioral problems, the way in which the therapist 
behaves during treatment is related to the extent ofbenefits the clients derive" (p. 395). 
However, there is very little published concerning feedback of sexual offender clients in 
treatment (Day, 1 999; Marshall et al., 2002). The gap in the literature is the lack of 
feedback from sexual offenders who are in therapy concerning how they perceive their 
therapeutic alliance with the therapist. Finding out more about the strength of the 
therapeutic alliance and its power in therapy with sex offenders is important for cost 
effectiveness and public safety. 
It is important to fmd a way to obtain feedback from clients about the therapeutic 
alliance between themselves and their treatment providers. Up until now, there has not 
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been enough emphasis put onto how sex offenders feel regarding their therapist and their 
working alliance. The emphasis has primarily been put upon how therapists feel about 
how the process is going and therefore measuring therapist 's views of how strong the 
alliance is. Gaining information sex offender's perception of therapy is important to 
obtain. Otherwise, there is a strong discrepancy between therapist and client view that 
may be a roadblock to developing a stronger working alliance. This roadblock could be 
removed more easily once the counselor knows how to approach the client's fears. As 
Drapeau (2005) reports, " . . .  many offenders said they assessed the quality of the 
treatment program based on their perception of the therapists' competence and that they 
relied on their perception of the therapists to determine whether or not to get involved in 
therapy" (p. 119). Beech and Hamilton-Giachritsis (2005) agree; they state group, 
" . .  . leaders saw themselves as more controlling, promoting more independent activity in 
the members, and the groups as better organized than the members did" (p. 134). 
Several studies have shown that the therapeutic alliance between client and 
therapist is important to effective therapy (Agnew-Davies, Stiles, Hardy, Barkham, & 
Shapiro, 1998; Bogwald, 2001; Crolley et al. , 1998; Day, 1999; Eugester & Wampold, 
1996; Ogrodniczuk, Piper, Joyce, & McCallum, 2000; Parton & Day, 2002; Serran, 
Fernandez, Marshall, & Mann, 2003; Stukenberg, 2001; Todd, Deane, & Bragdon, 2003; 
Van Wormer, 1999). While these studies were not performed on the sex offender 
population, it provides enough reason to build a study to see if the therapeutic alliance 
has the power to generalize to other populations such as sex offenders. Again, there has 
been little investigation of the therapeutic alliance from the client's perspective, the lack 
of information from the client 's  perspective on therapy is a problem that needs to be 
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remedied because the therapist is only one half of the therapeutic alliance and the 
objectivity of the therapist's perspective has been questioned. (Hunsley, Aubry, 
Verstervelt, & Vito, 1999; Sjostedt & Langstrom, 2002; Svensson & Hansson, 1999; 
Todd et al., 2003). Therapists could apply what they know in regards to client feedback 
from other populations but it is largely speculation until researchers test generality for sex 
offender groups. 
Defining and Clarifying the Problem 
Media attention has focused its attention on sex offenders which has garnered an 
outcry from the community for tougher sentencing and even stronger preventative 
measures to be taken. As Janus (2006) reports, " ... in the last years of the 1980s and the 
first of the 1990s a set of forces coalesced to produce two aggressively innovative 
legislative responses: Sexually violent predator commitment laws and community 
notification laws. They were designed to plug a "prevention gap," produced, and then 
made highly visible, by shifts in the criminal law into heightened awareness of sexual 
violence. The new laws pushed hard against established limits against constitutional law 
and against conventional notions of the state's role in assuring public safety" (pp. 13-14). 
The media and Politicians target the minority of predatory sexual offenders as opposed to 
the larger percentage of offenders known to the victim. The enforcement of these 
policies does little to reduce sexual crimes and is even counterproductive (Janus, 2006). 
Sex offenders must be treated and the change can begin with the attitudes and perceptions 
within therapy as this study measures. 
As previously stated, sex offenders are a resistant population who are considered 
by the public to be a horrendous stain upon society (Crolley et al. , 1998; Sjostedt & 
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Langstrom, 2002; Turner et al., 2000; Van Wormer, 1999) . This may be why researchers 
and therapists have been reluctant to ask for their opinion on what they think of the 
therapeutic process. Recently, treatment plans have been based on qualitative data and 
empirical evidence to create better programs without the assistance and opinion of those 
they treat. While programs can be effective, they also have the potential of separating the 
therapist from the client by its inflexibility (Serran, Fernandez, Marshall, & Mann, 2003 ; 
Stukenberg, 200 1 ;  Van Wormer, 1999). 
Sex offenders are usually resistant to therapy because they are referred by 
someone (e.g., spouse, employer, or probation officer) or an agency (e.g., court system or 
prison) (Day, 1999; Serran et al. ,  2003 ; Stukenberg, 200 1 ;  Turner et al., 2000) . Sex 
offenders also have trouble forming healthy interpersonal relationships; that in turn 
creates a lack of confidence among people who treat them (Day, 1999;  Parton & Day, 
2002). 
Empowerment ofthe client is one component that develops the therapeutic 
alliance and enhances the client's self-esteem (Serran et al. , 2003 ; Van Wormer, 1999) .  
Finding out more about what clients think and feel about their relationship to the therapist 
can increase the therapeutic bond between them. 
Previous Investigations and Current State of Research 
Cognitive-Behavioral Therapy (CBT). In summarizing previous investigations in 
the current state of research we see Cognitive-Behavioral Therapy (CBT) as being the 
most commonly used treatment modality, the most commonly used approach, and has 
produced the most programs in relation to the treatment of sex offenders (Crolley et al. , 
1998;  Day, 1999; Serran et al. , 2003 ; Stukenberg, 200 1 ;  Svensson & Hansson, 1999;  
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Turner et al. , 2000). One benefit of CBT for sex offenders lies in the fact that it is 
structured and goal oriented. Sex offender clients use denial and minimization as their 
most frequent forms of defense when first entering treatment. A CBT therapist can help 
push the client in the right direction by being active and directive (Serran et al., 2003). 
Goals are also important because they give the therapist and client something to work for 
and to measure. Accomplishing goals encourages clients and gives them more motivation 
to continue in therapy. Also, psychoeducation can help sexual offenders begin to think 
about the addiction cycle and how it works in their own lives. Since most offenders do 
not refer themselves to therapy but are referred, it is not likely they are initially open to 
self exploration (Day, 1999 ;  Serran et al. ,  2003; Stukenberg, 2001; Turner et al. ,  2000). 
While CBT can provide needed structure, goals, and activity, flexibility within a 
program is required to create a healthy alliance with the client. The client must believe 
the therapist cares about him as a human being and is likely to accommodate program 
duties in order to relate to him as a person. Drapeau (2005) states, "Manualized CBT 
programs, such as the ones often used with sexual offenders, rarely emphasize and 
explicitly deal with the interpersonal factors involved in therapy" (p. 122). 
In the past, CBT has put more emphasis upon the program or treatment regime 
itself than on the therapist 's role in treatment (Serran et al. , 2003). Bordin (1979) 
concluded, "One would infer that the working alliance in such behavior therapies placed 
lighter demands on therapist empathic skills since attention is directed toward overt 
behavior rather than the covert processes of thought and feelings" (p. 258). While most 
treatment programs for sexual offenders adhere to the idea that procedures will maximize 
client gains, it has now been proposed that identifying positive therapist relationship 
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behaviors may increase therapeutic alliance and decrease ·recidivism (Marshall et al., 
2002). 
Recent literature emphasizes the importance of the therapeutic alliance with more 
significance being placed on the opinion and viewpoint of the client (Bogwald, 2001; 
Day, 1999; DeHeer, Wampold, & Freund, 1992; Eugester & Wampold, 1996; Hunsley et 
al. , 1999; Serran et al. , 2003; Svensson & Hansson, 1999; Todd et al. ,  2003; Van 
Wormer, 1999). Also, recent investigations have shown that the therapeutic alliance is 
very important for client change (Agnew et al., 1998; Bogwald, 2001; Crolley et al., 
1998; Day, 1999; Eugester & Wampold, 1996; Ogrodniczuk et al., 2000; Parton & Day, 
2002; Serran et al. , 2003; Stukenberg, 2001; Todd et al., 2003; Van Wormer, 1999). 
Group Leader Style. Continuing with current state of research trends we also see 
group leader style investigated as a factor in the treatment of sex offenders. Beech and 
Fordham (1997) believe that having a therapeutic atmosphere in group work with sexual 
offenders depends on a leader who is clear in the communication of structure, friendly, 
and supportive. A very controlling leader may lead to negative outcomes in group work. 
Levenson and Macgowen (2004) observe how group leaders of sex offenders have unique 
challenges in connecting with their clients. Levenson and Macgowen (2004) stated, "In 
treating sex offenders, engaging clients may be the crucial factor in facilitating change 
and promoting accountability, no matter how empirically sound the intervention" (p. 61). 
Similarly, Marshall et al. (2002) assert, " . . .  empathy and warmth, and being directive and 
rewarding, appear to be the cardinal virtues of therapists when dealing with sexual 
offenders" (p. 403). Three years later Marshall (2005) added, "Our review included 197 
articles, books, and conferences presentations from which we concluded there was 
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sufficient evidence to propose that the behavior and personal style of the therapist exerts 
some influence on the changes observed in sexual offenders as a result of treatment" 
(p.11 0). Beech and Hamilton-Giachritsis (2005) agreed but also added, "A highly 
significant difference was found in the Member/Leader variable (F (10, 90) = 3 .6, p  < 
.001) indicating that members and leaders perceived the groups differently" (p. 134). 
They continued by also stating, ". . . further research is needed to determine whether this 
group leader training is related to treatment outcome" (p. 139). 
Hypothesis 
The study will investigate four hypotheses : (a) symptoms will be reduced as a 
result of treatment, (b) helping alliance will improve over time in treatment, (c) the 
strength of the helping alliance will be related to the degree of symptom improvement, 
and (d) feedback given to the therapist about empathy (component of helping alliance) 
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The number of participants who initially participated in the study was 25 men. 
Unfortunately six men were dropped as will be explained in more detail later in the 
document. The 19 participants were clients who were already engaged in therapy and 
whose presenting problem was sexual deviance (e.g. exposure, pedophilia, rape) . The 
inclusionary criteria for the groups is determined only by the fact they are involved in 
therapy as it is related to their sexual deviance and they are over 18 years o ld. There are 
no exclusionary criteria based on race, gender, reading level, or Developmental 
Disability. 
Demographic 
Since six individuals were dropped from the study it was decided that their 
demographic information remain out of the following averages since the rest of their data 
was also left out of the final statistical analysis. Therefore, we are left with 19 adult male 
sex offenders whose information will be reflected. 
Age. 17 men responded to the age question while two men refrained (one man 
from group two and one man from group three). As a whole, the average age was 49.00 
yrs old with the oldest at 73 .00 yrs old and the youngest at 34.00 yrs old. In group one, 
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the average age was 48.00 yrs old with the oldest being 73 .00 yrs old and the youngest 
being 35 .00 yrs old. In group two, the average age was 47.50 yrs o ld with the oldest at 
56.00 yrs old and the youngest at 35 .00 yrs old. In group three, the average age was 
5 1 . 1 7 yrs old with the oldest at 68.00 yrs o ld and the youngest at 34.00 yrs old. 
Relationship status. A11 1 9  men responded to the relationship status question. As 
a whole there were eight men who were married, four men who were single, and seven 
men who were divorced. Group one had four men who were married, one man who was 
single, and two men who were divorced. Group two had one man who was married, one 
man who was single, and three men who were divorced. Group three had three men who 
were married, two men who were single, and two men who were divorced. 
Length of incarceration. Eighteen men responded to the length of incarceration 
question while one man refrained (one man from group three) . As a whole, the average 
length of incarceration (including all offenses and not just sex offenses) was 28 . 1 1  
months ranging from 0.00 months to 147.00 months. In group one the average length of 
incarceration was 47.86 months ranging from 2.0 months to 1 47.00 months. In group 
two the average length of incarceration was 3 1 .20 months ranging from 0.00 months to 
75 .00. In group three the average length of incarceration was 2.50 months ranging from 
0.00 months to 8 .00 months. The large difference in average length of time spent 
incarcerated concerning group three will be explained in more detail later in the 
document. 
Length of time in therapy with the lead therapist. All 1 9  men responded to the 
length of time spent in therapy with the lead therapist. As a whole, the average length of 
time spent in therapy with the lead therapist was 27.53 months ranging from 4 months to 
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66 months. In group one the average length of time was 29.00 months ranging from 5.00 
months to 66.00. In group two to average length of time spent in therapy with the lead 
therapist was 27.40 months ranging from 4.00 months to 42.00 months. In group three 
the average length of time spent in therapy with the lead researcher was 26. 14  months 
ranging from 1 2.00 months to 60.00 months. 
Measures 
The measures employed included The Helping Alliance Questionnaire II (HAQ-II 
[see Appendix A]), Empathy Scale Revised (ES [see Appendix B]) and the Outcome 
Questionnaire 45.2 (OQ-45.2 [see Appendix C]). A Demographic Questionnaire (see 
Appendix D) included in the packet was generated by the lead researcher. 
These three measures were all reformatted (see Appendices E, F, and G)) from 
their original appearance for three reasons. One, the original arrangement ofthe HAQ-II 
asked to consider the client's relationship to their therapist (singular) . Since there would 
always be at least two therapists leading the group, a reformation of the HAQ-II was 
made in order to make it plural. Two, the font of the OQ-45.2 was very small and 
difficult to read and included an unnecessary scoring grid. Reformatting the OQ-45 .2 
was necessary to prevent frustration on the part of the participant in reading the 
measurement. Also, the lead researcher wanted to make sure there were tighter controls 
so the correct boxes were checked and so that none were skipped or scored twice. Third, 
reformatting the three measures was necessary for aesthetic purposes. All measures used 
a similar design for visual consistency. The measures will now be discussed. 
The Helping Alliance Questionnaire II (HAQ-11). According to Lubarsky et al. 
( 1 996), " ... the HAQ-I was limited by the presence of items that were explicitly assessing 
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early symptomatic improvement and by the fact that all the items were worded 
positively" (p. 261) .  The HAQ-I was originally an 1 1 -item questionnaire. When revising 
this measure, 6 items were removed while 14  items were added (Luborsky et al., 1 996). 
Currently, the HAQ-II (Luborsky et al, 1 996) is a widely used 1 9-item 
questionnaire that measures the strength of the client therapist alliance. Each item is rated 
on a 6-point Likert scale ( 1 = I strongly feel it is not true, 6= I strongly feel it is true). 
Negatively worded items are reverse scored, including 4, 8, 1 1 , 1 6, and 1 9 . 
Luborsky et al. ( 1996) state, "Test-retest reliability coefficients for all measures, 
but especially for the HAQ-II patient version, were quite high over a three-session span 
from session 2 to session 5"  (p. 265). The patient version reflected a 0.78 test-retest 
reliability. Luborsky et al. ( 1 996) went on to say, "In terms of convergent validity, the 
HAQ-II demonstrated high convergence with another, widely used self-report measure of 
alliance, the CALP AS total score (correlations of .59 to .69 for the patient version and . 75 
to . 79 for the therapist version . . .  )" (p. 267). CALPAS is an abbreviation for the 
California Psychotherapy Alliance Scale. In this study, the therapeutic alliance, working 
alliance, and helping alliance are used interchangeably. The definition ofthe terms 
includes an emotional attachment and trust with the therapists leading the group. 
Empathy Scale Revised (ESR). The first version of the ES was developed in the 
early 1 980's comparing with the Kaiser Patient Satisfaction Scale. The sample was a 
population of 1 14 outpatient clients. The original test contained ten items using a scale 
ranging from 0 (weak feeling) to 3 (extremely strongfeeling) and showed only a moderate 
degree of internal consistency. Cronbach's coefficient alpha in the combined sample was 
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.76. The mean empathy level in the patients in the original group was significantly higher 
than the mean empathy level in the replication group. 
Significant modifications have been made to increase internal consistency to 
where the results now suggest high internal consistency (r =.94). Discriminant validity 
detail is also well supported (rs = - .46) (Bums & Spangler, 2000; Bums, 1 995). The 
current Empathy Scale is a 23-item scale that asks patients to rate how caring, empathic, 
and genuine their therapists are on a 5-point Likert continuum scale ranging from 0 (not 
at all true) to 4 (completely true). The Empathy Scale is believed to be brief enough to 
be less onerous for the clients to fill out after each session and has adequate 
psychometrics. In this study, it is believed empathy is a chief component in building a 
strong therapeutic alliance. The feedback given to the therapist regarding the client's 
view of how empathy is operating within the relationship will help notify the areas the 
therapists could work to become more empathic. 
Outcome Questionnaire-45.2 (OQ45.2). According to Lambert et al. ( 1 996), 
" . . .  outcome assessment provides a reliable means of defining treatment goal criteria and 
monitoring efficacy of treatments" (249). The Outcome Questionnaire (OQ) was 
designed to be brief, have the ability to accurately repeat measurement of client status, 
and contain a breadth of application in life and applied situations using three content 
areas: Distress, Interpersonal Relations, and Social Role (Lambert et al. , 1 996). 
The psychometric properties of reliability and validity were studied examining the 
specific areas of internal consistency and test-retest reliability using a sub-sample of 1 57 
graduate students. The test-retest OQ coefficient for the total score was 0 .84 and the 
' 
L 
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internal consistency OQ coefficient was 0.93, demonstrating excellent internal 
consistency (Lambert et al. , 1 996). 
Lambert et al. ( 1 996) repeated, " . . .  moderate to high validity coefficients were 
found between the total score of the OQ and all criterion measures" (p. 254). They went 
on to explain that, " . .  . in every case relationships between the OQ scales and criteria were 
statistically reliable (p <0.05)" (p.254). The current OQ-45 .2 is a 45-item scale that 
measures symptomatology on a 5-point Likert continuum scale ranging from 0 (never) to 
4 (almost always). Negatively worded items ( 1 ,  12, 13 ,  20, 2 1 ,  24, 3 1 ,  37, and 43) are 
reverse scored. 
Procedure 
Participants were recruited by the lead therapist in this study known as Peter 
Shannon, MS, NCC, LPC who owns a private practice located in Eugene, Oregon. 
Shannon has been involved in working with sexual perpetrators for 26 years and is both 
well known and well respected for his work in the community in which he practices. 
This researcher and the lead therapist in the study were in contact with one 
another as the formulation of the hypothesis, specific measures, and design were 
developed three years prior. In each stage of design, this therapist would visit the lead 
therapist to go over the details of what would be expected during the application of the 
design itself. Before the lead therapist and I (the lead researcher) participated in handing 
out the measures the lead therapist had spoken with the men for almost 6 months prior to 
their participation in the study. The reason behind our taking time with recruitment was 
to ensure the men that confidentiality was of utmost importance. As has already been 
stated, the nature of their crime is one that is seen as reprehensible by society and has 
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become increasingly politicized. To become part of a study of this nature would take 
time, excellent reasoning, and trust in the people commended with the information given. 
The lead therapist did not go into detail about the specifics of the study to avoid 
any influencing ofthe data. However, he encouraged the men to participate as it would 
further research in the field of psychology regarding the treatment of sex offenders. They 
were told that the goal was to provide better treatment for them and other clients who 
face similar challenges involving people implicated in sexual abuse. After 6 months of 
encouragement by the lead therapist the lead researcher traveled from Salem to Eugene to 
speak with the potential participants on two different occasions. The purpose behind the 
visitation was to build upon the encouragement given by the lead therapist and to answer 
any potential questions. Since this researcher would not be participating in the actual 
handing out and collecting of measurements, it was important to show them who was 
behind the study and explain the purpose in doing so. The participants who desired to be 
part of the study expressed a wish to have their identity concealed when the feedback was 
given to the therapists thus presumably making the study less sensitive to treatment 
effects. 
Random assignment was determined by a statistical table of random permutations. 
Groups one and two were randomly assigned to the control group who did not receive 
feedback while group three became the experimental group who received feedback. It 
should be noted group one had more variance with an extra group leader giving them 
three therapists instead of two therapists like groups two and three. 
To the clients who agreed to participate, the lead therapist presented envelopes 
which contained the HAQ-II, OQ-45 .2, a demographic questionnaire, and an informed 
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consent statement (see Appendix H). These measures constituted the pre-test. The 
clients who agreed to participate, were currently involved in the program, and were 
involved in group therapy at the time of the study received these. 
After the envelopes had been handed out, the lead therapist read and highlighted 
the main parts of the informed consent statement which included the purpose ofthe 
research, duration, procedures, confidentiality, and their right to decline or withdraw at 
any time. Clients had the option of mailing their envelopes to the lead researcher or 
handing them directly to the lead therapist for him to mail to the lead researcher. Since 
an average of 90% of the clients is mandated to be in the program, and it is a program 
that lasts an average of 3 .  5 years, the likelihood of clients dropping out of the study is 
slim. However, it was difficult to estimate participation rate. 
After the pre-test there was, for a total of 10  sessions, an ESR handed out at the 
end of each session to all of the participants who agreed to participate in the study. The 
control groups filled out the ESR after each group session but had no feedback provided 
to the therapist. Group three was the experimental group who filled out the ESR and had 
feedback provided to the therapist after each group session. 
All of the client's ESR were mailed to the researcher by the second therapist. All 
three groups had their measures scored but only group three was selected to provide 
feedback to the therapists. Their ESR measures were scored, interpreted by the lead 
researcher, and faxed to the therapists without any identifying information. After the ten 
sessions were completed, participants received another HAQ-II and OQ-45 .2 to fill out 
which constituted the post-test. This research is a pre-test/post-test design to measure 
effect of feedback, therapeutic alliance, and outcome (see Table 1 ) .  
Table 1 
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Research Design & Measurement Administration 










Pre-test (HAQ, OQ) ESR (No Feedback) Post-test (HAQ, OQ) 
Pre-test (HAQ, OQ) ESR (No Feedback) Post-test (HAQ, OQ) 
Pre-test (HAQ, OQ) ESR (Feedback) Post-test (HAQ, OQ) 
Procedure for collection of data 
In week number one, the lead therapist provided the men with instruments to 
write with and explained that any participant who wanted to be part of the study needed 
to fill out the frrst week's measures or could not participate. He then placed a large 
unsealed envelope in a readily available part of the room. In this large envelope were 
smaller unsealed envelopes which included the informed consent, demographic 
questionnaire, OQ-45 .2, and HAQ-II. The smaller envelopes included the group number 
and week number on the bottom left comer of the envelope. The larger envelope was 
addressed to the lead researcher in the study and also included the group number and 
week number on the back. This was done to avoid any confusion between group 
envelopes in the rare instance that they should be mixed in with one another. There were 
enough envelopes to include every man in the group so as to make it available for each 
man who wished to participate. The therapists left 20 minutes before the end of the 
group session to allow enough time for the participants to fill out the measures, seal their 
envelopes, and place them back into the larger envelope. Once the larger envelope 
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included all o f  the smaller envelopes, the larger envelop was sealed and a large X was 
place over the seal, by one of the participants, so that any tampering with the contents of 
the envelope would be evident At this point, one of the participants notified the lead 
therapist the large envelope was ready to be taken from the room. Data gathered in this 
envelope was the pre-test. 
In week 2 through 1 1  the same procedure would occur except the therapists would 
leave 1 0  minutes early. The ESR was the only measure that needed to be completed and 
did not take as much time as the pre-test. 
The 1 ih week included the same procedure as the pre-test. The therapists left 20 
minutes early because both the OQ-45.2 and HAQ-II needed to be fmished. This was the 
post-test and concluded the data collection portion of the study. 
A total of 1 2  weeks were needed in order to complete data collection. Group one 
and two met on Tuesday evening and group three met on Wednesday morning. After the 
responses from the measures were complete and put into envelopes, the second therapist 
took all three large envelopes to the post office and mailed them to the lead researcher. 
Procedure for scoring and interpretation of data 
In the first week, the envelopes were received by the lead researcher, opened, and 
put into a file system with code numbers attached. After the code numbers were placed 
upon the individual measures the names of the participants were cut off from all 
measurements and shredded. A master file was created indicating the name of the 
individual and his code number. The code list was kept in a separate place away from the 
file system which held the data. This first week included all of the men who were to 
participate in the study. The second week followed the same procedure as the first week 
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except no master file needed to be created as it had already been done. However, unlike 
the first week, the second week included the ESR which needed to be scored and 
interpreted. A feedback structure was created on paper and sent back to the lead therapist 
before the beginning of the next group session. 
For the next 1 0  weeks the lead researcher provided feedback through the process 
of a fax machine from the home ofthe researcher to the office ofthe lead therapist who 
then shared the feedback with the second therapist. The feedback included a cover page 
describing how many pages were in the fax, to whom the fax was being sent to, from 
whom the fax came, which group the feedback was concerning, and what week the 
feedback provided was from (see Appendix I for example). The second page was an 
interpretive page that was only included in the first week and was meant to be referred to 
for every week thereafter. The interpretive page included three boxes as taken from Dr. 
Bums Empathy Scale Revised packet (see Appendix J). The first box, for positive 
feelings toward therapists, had a 5-point assortment of total scores with descriptives that 
ranged from completely satisfied to extremely dissatisfied. The second box, for negative 
feelings toward therapists had a five point assortment of total scores with descriptives 
that ranged from severe to none. The third box, for helpfulness of the session, had a five 
point assortment from completely helpful to extremely dissatisfied. The third page 
provided to the two therapists was a short paragraph, for each client involved in that 
week's session, that included what level of positive and negative feelings they had toward 
the therapists including at what level they felt their most recent session was (see 
Appendix K for example). The descriptives were underlined to not only highlight the 
interpretation of scores but to also give the therapists an opportunity to refer back to the 
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interpretive page to make a distinction between total score. For instance, a perfect score 
of twenty-eight would result in a completely satisfied interpretation. One point less 
would result in a moderately satisfied interpretation and only three points less would 
result in a somewhat satisfied interpretation. 
In the first week, a code was attached to each individual group member on the 3rd 
page next to the paragraph interpretation. In the second week's feedback, a letter was 
attached (see Appendix L) describing why the codes were missing for that week and 
would continue to be missing for every week thereafter (see Appendix M). The reason 
was, if a client were to miss a session and their particular code was missing they would 
know who it was and confidentiality would be threatened. 
During the course of  the first few weeks of the research study, the lead therapist 
expressed concern over the information being given in the feedback. The lead therapist 
thought the information was vague and the interpretation grid did not fairly reflect the 
actual score. Although the lead researcher felt this criticism was fair it needed to be 
decided whether to continue with the feedback as it was or change the feedback format. 
In changing the feedback format, it needed to be decided whether or not a post-test 
should be performed to measure how the feedback had worked up to that point. 
However, in order to measure the next four sessions of feedback response, another pre-
test/post-test would need to be performed for comparative purposes. Another pre-
test/post-test was decided against because it was not the agreement originally made and 
would also be too onerous for the participants and therapists. 
The feedback that was given to the two therapists for group three was given in a 
different format starting in week six and ending in week eleven. From week one through 
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week six, the feedback format was given as described previously. In week six the 
feedback changed to include one copy of an ESR which displayed al1 23 items: seven 
positive statements, nine negative statements, and seven helpfulness statements with a 5-
point likert scale ranging from "Not True At All" to "Completely True". The number of 
respondents who endorsed a particular statement would be written down next to that 
number (see Appendix N). This was done to not only give the therapists much desired 
detail, but to also show a collective pattern next to specific statements. It also reduced 
the amount of paper sent through the fax machine since each individual ESR did not need 
to be sent. This new item was sent in addition to the original feedback. 
Design and Analysis 
The experiment planned for this study relied upon self-report data from clients in 
randomly assigned groups. There were three groups and ten occasions for the feedback 
from the ESR to be sent to the therapists. 
A repeated measures Analysis of Covariance (ANCOVA) was the statistical 
method used to analyze the data. The data was entered into the Statistical Package for the 
Social Sciences (SPSS Graduate 14.0 pack for Windows) which is a computer program 
used to run statistical analysis. Jay ( 1 999) explains how an ANCOVA is much like an 
ANOVA (Analysis of Variance) where you can, " . .  . look for statistically significant 
differences between means of two or more groups" (p. 1 58). While it was necessary to 
run an ANOVA for the differences between the groups, it was also necessary to isolate 
specific variations such as the months of incarceration, mentioned earlier in the text, as 
well as pretest differences measured by the HAQ-II and OQ-45.2. In this case, the 
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ANCOVA was a much better statistical method for this experiment because it can also 
adjust for preexisting differences between the groups (Jay, 1 999). 
At the end of this experiment it is believed symptoms will be reduced as a result 
of treatment, the Helping alliance (as measured by the HAQ-II) will improve over time in 
treatment, the strength of the helping alliance will be related to the degree of symptom 
improvement (as measured by the OQ-45 .2), and feedback (as measured by the ESR) 
given to the therapist regarding empathy which is a component of the helping alliance 
will foster better treatment outcomes. If the hypotheses prove to have significance, 
therapists may be more willing to receive feedback from clients, pinpoint certain parts of 
the clients' views to work with in order to increase the trust within the therapeutic 
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Once data was gathered it was decided that there were three reasons why a 
participant would be dropped from the study. One, they missed more than half of the 1 0  
weeks ofESR feedback. The group needs to be measured as a whole and if they did not 
have a chance to receive the effect of feedback response from the therapists their results 
would skew the data as we would expect their HAQ-II and OQ-45 .2 to have only 
changed slightly. Fortunately, only one participant in the whole study (G3M03) came 
close with five missed sessions while also filling out the post-test. The next closest 
missed only two sessions. 
Two, when scoring occurred, the OQ-45 .2 and HAQ-II were found to have 
missing data from some of the group members. It was decided that when a particular 
OQ-45 .2 or HAQ-II was found to have more than five missing items, the participant 
would be eliminated. However, for group members with less than five items missing, 
values were replaced with the average score of all participants for that item on the pre­
test. This value was used because we would expect all groups to be the same in the 
beginning before the treatment but they might be different afterward; it also is 
conservative in presuming a change due to treatment. When there were less than five 
missing items in the post-test those items were replaced using the average from 
participants within the same group because we would then assume a change may have 
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occurred as a result of the intervention. One group member was dropped from the study 
(G2M07) as a result of this requirement for not only more than five missing items from 
the Pre-test OQ-45.2 but other observations that will be explained later. 
A third reason a participant might be excluded is because they failed to fill out the 
HAQ-II and OQ-45 .2 in the fmal post-test. The reason is the lead researcher would be 
unable to measure the effect of the intervention of feedback without a concluding OQ-
45.2 or HAQ-II to compare with the HAQ-II or OQ-45.2 at the beginning of the study 
(pre-test) . Five participants were dropped as a result of this. 
There are several possible reasons why these five participants did not complete 
the post-test which included the OQ-45 .2 and the HAQ-II. They may have continued 
coming to the group but no longer desired to fill out the paperwork for reasons unknown 
to the researcher. They may have been asked by the lead therapist to leave the group. 
They may have reoffended and gone back to prison. They may have decided to fulfill 
their therapy requirements elsewhere. Finally, they may have been unable to attend the 
last week due to illness or another engagement. The lead researcher was not informed as 
to which of these reasons may have applied. 
There also needs to be an explanation as to why there will be data shown without 
participant G2M07. If it were not for the fact that this individual had to read the 
demographic information and answer, in writing, his length oftime in therapy the 
question of  illiteracy may not be at all unreasonable. An example of the markings for the 
empathy scale were contradictory in that he marked mostly 4's for both his positive and 
negative feelings toward the therapist providing contradictory data in the same week for 
eight consecutive weeks (see Appendix 0). On the pre-test he check marked the OQ-
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45.2 in a fashion that looked incredibly hurried. He skipped more questions than most 
others and switched between check marks and X's on the same measure. In comparing 
pre-test score of the OQ-45.2 with the post-test score of the OQ-45 .2 it was observed that 
the score went up by 1 00 points. Given that a 14-point or more change is considered 
noteworthy, the measures needed a closer examination. He didn't fill in the last nine 
questions of the pre-test OQ-45.2 (see Appendix P). His post-test of OQ-45 .2 (see 
Appendix Q) revealed high marking on both positively and negatively worded items 
which again, is contradictory. Considering the information provided, this individual's 
answers appeared unreliable and were not considered when running the raw data scores. 
As a result of these exclusions, group one began with eight original participants 
but dropped down to seven participants, group two began with eight original participants 
but dropped down to five participants, and group three began with nine original 
participants but dropped down to seven participants. 
Internal Consistency 
A Cronbach's Alpha was conducted for internal consistency on both measures of 
the OQ-45 .2 and the HAQ-II and found to be sufficient and internally consistent of 
within-subject effects further suggesting their use as valid measures. It should also be 
reported that Levine's test for homogeneity ofvariance demonstrated no evidence of 
unequal variance for the HAQ-II or the OQ-45 .2. ESR data will not be reported. 
Hypothesis 
The hypotheses were that symptoms would be reduced as a result of treatment; helping 
alliance would improve over time in treatment, the strength of the helping alliance would 
be related to the degree of symptom improvement, and feedback given to the therapist 
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about empathy (component of helping alliance) would foster better treatment outcomes. 
Table 2 reports the means and standard deviations for OQ-45.2 and HAQ-II. 
Table 2 















Group 3 Total 
Mean/SD Mean/SD 
1 04.5717 .35 1 0 1 .05/8 .42 
107.29/5 .47 1 00.5317.66 
90.00/1 0 .33 1 0 1 .60/ 15 .93 85 .00/1 8 .42 9 1 .2 1/1 5 .83 
84.7 1 / 13 .85 87.40/1 3 . 1 5  77.86/1 7 .73 82. 89/14.96 
Standard Deviation (SD) and reported significance for the OQ-45.2. The OQ-
45.2 was implemented as a measure in this study to monitor efficacy of treatments. The 
higher the number the greater level of distress and the lower the number the better the 
efficacy or outcome. Therefore, the OQ-45.2 was used in the pre-test to obtain a 
baseline, and then used in the post-test to measure how far the participant had moved 
toward achieving a healthier lifestyle. Scores could range from 0- 1 80 .  
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Descriptive statistics on the pre-test for group number one (three therapist group 
without feedback) had a mean of 90.00 with a SD of 1 0.33 .  On the post-test the same 
group had a mean score of 84. 7 1  with a SD of 13 .85 indicating a 5 .29-point improvement 
in score. 
Group number two (two therapists group without feedback) had a mean average 
score on the pre-test of 1 0 1 .60 with a SD of 1 5 .93 .  On the post-test the same group had a 
mean average score of 87.40 with a SD of 1 3 . 1 5 . The difference between pre-test and 
post-test on the OQ-45 .2 was a 14.20 improvement in score meaning a decrease in 
distress. 
Group number three (two therapist group with feedback) pre-test OQ-45.2 score 
average was 85 .00 with a SD of 1 8 .42 and the post-test OQ-45 .2 score of feedback for the 
same group was 77.86 with a SD of 1 7.73 indicating a 1 2.86 reported improvement in 
level of distress. 
The total pre-test OQ-45.2 score average for all three groups was 9 1 . 2 1  with a SD 
of 1 5 .83 and the post-test OQ-45 .2 average score was 82.89 with a SD of 14 .96 indicating 
a 8 .32 reported improvement in level of distress. 
Standard Deviation (SD) and reported significance for the HAQ-II The HAQ-II 
was implemented as a measure in this study to measure the therapeutic alliance. The 
higher the number the greater level of therapeutic alliance and the lower the number the 
worse the therapeutic alliance is perceived. Therefore, the HAQ-II was used in the pre­
test to obtain a baseline, and then used in the post test to measure how far the participant 
had moved toward a stronger relationship with the therapists. Scores could range from 
1 9- 1 1 4. 
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Descriptive statistics on the pre-test for group number one had a mean of 99.43 
with a SD of 8 .83 .  On the post-test the same group had a mean score of 98 .71  with a SD 
of 5 . 1 6  indicating a . 72-point decrease in therapeutic alliance which would be considered 
insignificant. 
Group number two had a mean average score on the pre-test of 98 .40 with a SD of 
9.29. On the post-test the same group had a mean average score of 93 .60 with a SD of 
5 .77 indicating a .77-point decrease in therapeutic alliance which would be considered 
insignificant. 
Group number three pre-test HAQ-II score average was 1 04.57 with a SD of 7.35 
and the post-test HAQ-II score of feedback for the same group was 1 07.29 with a SD of 
5 .50 indicating the only increase in therapeutic alliance in all three groups with a 2.72 
reported improvement in therapeutic alliance. The total pre-test HAQ-II score average 
for all three groups was 1 0 1 .05 with a SD of 8.42 and the post-test HAQ-II average score 
was 1 00.53 with a SD of 7 .66 indicating a .52 reported decrease in level of therapeutic 
alliance. 
Effectiveness of Treatment 
The following information describes the tests of significance for treatment effects 
on the OQ-45 .2 and HAQ-II (see Table 3). Analysis of Covariance for pretest HAQ-II 
scores and pretest OQ-45.2 scores, showed that OQ-45 .2 scores were reduced at post-test 
(F (4, 1 4) = 5.06, p = . 0 1 )  supporting the first hypothesis, which states symptoms will be 
reduced as a result of treatment. When controlling for pretest HAQ scores and pretest 
OQ-45 .2 scores, HAQ scores also improved at post-test (E c4, 14) = 20.68, 12 :S. .00 1 )  
Table 3 
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Tests of Significance for Treatment Effects on OQ-45.2 and HAQ-11 
Source D V  df Mean Sq 
Corrected Model Posttest HAQ Score 4 225.52 
Posttest OQ Score 4 595.40 
Intercept Posttest HAQ Score 1 390. 1 7  
Posttest O Q  Score 1 1 78.66 
PreOQ Posttest HAQ Score 1 1 06.85 
Posttest OQ Score 1 2022.80 
PreHA Posttest HAQ Score 1 42.05 
Posttest OQ Score 1 341 .35  
Group Posttest HAQ Score 2 1 09.98 
Posttest OQ Score 2 83 . 1 6  
Error Posttest HAQ Score 1 4  1 0.91 





1 . 52 
9.80 
1 7. 1 8  
3 . 86 
2 .90 
1 0.09 
. 7 1  
Sig 
.000 






. 1 1 1  
.002 









Note. Dependent Variable (DV), Degrees of Freedom (dj), Mean Squared (Mean Sq), F-
value (F)_, Significance (Sig). Effect sizes are not reported for insignificant results. 
supporting the second hypothesis, which states the helping alliance will improve over 
time in treatment. 
When exploring the effects of helping alliance on outcomes, a two-step regression 
revealed that as HAQ improved OQ-45.2 scores went down when controlling for pretest 
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HAQ scores and pretest OQ-45.2 scores (E (1 , 1 7) = 6.82, £ = .0 1 8) .  These results support 
the third hypothesis, which state symptoms will be reduced as a result of treatment. 
Comparing groups using change scores showed no treatment effect for the HAQ­
II feedback condition when Participant G2M07 was omitted (E (2, 1 6) = . 84, E = .45), or 
when Participant G2M07 was included (E (2, 1 7) = .306, 12. = .74) . Group comparison using 
change scores also showed no treatment effect for the OQ-45 .2 feedback condition when 
Participant G2M07 was omitted (E (2, 1 6) = 2. 1 1 , E = . 1 5) or when Participant G2M07 was 
included (E (2, 1 7) = 1 .37, £ = .28). These results were not significant. They provide no 
support for hypothesis four where empathy feedback (component ofhelping alliance) will 
improve treatment outcome. 
Chapter 4 
Discussion 
Symptom and Alliance Changes 
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From the results of this study we can see OQ-45 .2 scores were reduced at post­
test which indicated a decline in symptoms over the course of the study. HAQ scores 
also improved at post-test, meaning helping alliance improved over the course of the 
intervention. The significant relationship between these two measures supports the view 
that the therapeutic strength ofthe alliance is related to the degree of improvement in 
symptoms; these results give reason to believe that client attachment is needed, and can 
be achieved with sex offenders thus fostering better treatment outcomes. There was no 
support for empathy feedback (component ofhelping alliance) improving treatment 
outcome. 
When the final data were collected there were factors that needed to be isolated in 
order to control for group differences. Thus an ANCOVA was the statistical method 
used on the data collected in regards to this study. The differences included total length 
of incarceration, prior treatment in therapy before entering a group with the lead 
therapist, number of therapists for each group, the amount of members participating in 
each group, and beginning scores reported on the measures of OQ-45 .2 and HAQ-II. The 
number of therapists in each group and the size of the group was entirely confounded, 
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thus control for these factors could not be performed. Instead, the average length of 
incarceration, prior treatment, and beginning scores were treated as covariates. 
When controlling for the length of incarceration difference and prior treatment in 
running the ANCOVA statistical method, there was no significant difference so they 
were omitted from further analysis. When this occurred there was a significant change. 
Further investigation found participant G2M07 to have reported a very large difference in 
pre and post OQ-45.2 scores bringing the average scale rating of group two up 
(psychopathology becoming worse) by a significant amount on the post-test of the OQ-
45 .2. Thus his data was looked at with a closer assessment and a decision was made to 
omit his data. 
·Therapeutic Alliance and Incarceration 
Studies have proposed that there is a general lack of attachment on the part ofthe 
sex offender. Pfafflin, Bohmer, Comehl, and Mergenthaler (2005) explain, "Thus the 
Connecting observed among the sexual offenders may be more accurately described as 
"pseudo" Connecting, whereas Connecting by the neurotic patients appears to have been 
a more genuine integration of emotional expression and the abstract expressions of 
understanding" (p. 1 49). While it is not entirely clear if each man in the study was 
incarcerated for sexual offense alone, it is deemed important due to the fact they have 
experienced a severely volatile subculture for a length of time where trust is hard to come 
by. According to Malcolm ( 1 998), "Separating programme content and programme 
delivery from the culture and ambience of the prison as a whole may merely indicate to 
sex offenders on programmes that they have to learn one language for the therapy group 
and retain another for their daily life inside the prison and beyond its gates" (p. 246) . 
Lack of Support for Feedback 
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Recent literature supported the use of client feedback to their therapists and its 
effectiveness on creating strength in the therapeutic alliance and better outcome. Much 
like a recent experiment by Lambert et al. in 2002, there were no attempts in this study to 
manage the way therapists reacted to the feedback in the practice of therapy. Conversely, 
this study's results did not come to a similar conclusion since clients who were part of the 
feedback group did not attain reliable change due to feedback. Although symptoms were 
reduced and therapeutic alliance was related, there was not a feedback effect. In this 
sample, lack of an effect may be due to a small sample size (N = 7) and lack of 
personalized feedback data. 
Support for Relationship between Therapeutic Alliance and Outcome 
While this study did not find support for feedback as a method that would affect 
outcome, it does not take away from what was supported in the influence of the 
therapeutic alliance. Horvath & Symonds ( 1 991)  state, " . . .  the working alliance is a 
relatively robust variable linking therapy process to outcome" ( 1 46). Saunders ( 1 999) 
agrees, " . . .  clients rated session quality greater when they felt relatively less distressed 
and inhibited, when they perceived the therapist to be confidently involved and not 
distracted, and when they perceived mutual affection with the therapist" (p. 603). 
As has been reported in recent literature, an effective therapeutic alliance plays a 
key function in treatment benefits (Agnew-Davies et al., 1 998; Bogwald, 200 1 ;  Crolley et 
al. , 1 998; Day, 1 999; Drapeau, 2005; Eugester & Wampold, 1 996; Ogrodniczuk et al. , 
2000; Parton & Day, 2002; Serran et al. , 2003; Stukenberg, 200 1 ;  Todd et al. , 2003; Van 
Wormer, 1 999). 
MURDOCK lEARNING RESOURCE CENTER 
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A reason why there was not a significant difference between the experimental 
and control groups but where therapeutic alliance and outcome improved may have been 
an influence of the Hawthorne Effect. The Hawthorne effect needs to be considered in 
the sense that the therapists receiving feedback on the ESR were not considered to have 
changed behavior enough to have made a noteworthy impact to support for the client's 
attachment and fostering healthier functioning. As reported by Kassin (200 1 ), "The 
Hawthorne Effect is the findings that workers who were put into a special experimental 
room became more productive regardless of what changes were made" (p. G-4). The 
clients were not aware of whether their feedback was going to be read by the therapists; 
but clients who were both in and out of the experimental group increased in therapeutic 
alliance and produced better outcomes. 
These sex offenders could very well have felt supported by their therapists by 
merely taking the time to ask for their opinion. Drapeau (2005) stated, " . . .  findings 
indicate that Leader Support has a clear effect upon Cohesion and Expressiveness and the 
other positive group processes" (p. 1 3 8) .  Furthermore, for the therapists to ask for the 
client's opinion concerning the therapeutic relationship would display poise in their 
ability to handle criticism. As Marshall (2005) explains, " . . .  confident therapists might be 
more readily able to set aside their own issues and display genuine warmth and empathy" 
(p. 1 12). As was mentioned in chapter one, therapist style is an important part of therapy 
and the genuine warmth and therapeutic atmosphere that is produced by them should not 
be underestimated for any population. 
• 
How does this study further research? 
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The benefit of this study is how the fmdings support recent literature regarding 
the therapeutic alliance as an important factor in treatment outcome. They give reason to 
believe the therapeutic alliance is attainable for what might be considered to be seriously 
resistant populations like sex offenders. As mentioned in chapter one, there is very little 
published concerning feedback of sexual offender clients in treatment (Day, 1 999; 
Marshall et al, 2002). This was seen as gap in the literature. Finding out more about the 
strength of the therapeutic alliance as related to feedback and its power in therapy with 
sex offenders was important for cost effectiveness and public safety. While feedback did 
not affect outcomes, the findings supporting the therapeutic alliance supports the idea that 
sex offenders have the capability of not only attaching to their therapist but making 
strides toward a healthier lifestyle as a result of this therapeutic alliance. 
It was important to fmd a way to obtain feedback from the client about the 
therapeutic alliance between themselves and the treatment provider since several studies 
have shown that the therapeutic alliance between client and therapist is important to 
effective therapy. The reason for strengthening the research on sex offender views of 
empathy was to generate feedback to the therapist on how the relationship is proceeding 
from their perspective. This study filled a gap of literature believed to be vacant and 
provided a foundation where other researchers could build. Furthermore it is believed 
this study has given reason for therapists treating sex offenders to apply what they know 
in regards the therapeutic alliance to use in their therapy groups. 
Limitations 
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In the demographic information questionnaire, the lead researcher had asked 
about past and current offenses against male or females over 1 8  yrs. of age and under 1 8  
yrs. of age. However, there was no mention of individuals who may have been 1 8  yrs. 
old. Also, a number was expected to be placed next to the gender of the male or female 
in each category. Instead, many ofthe participants placed a checkmark. In the future, a 
sentence saying, "Place a number of how many person's eighteen yrs. old and older you 
have been charged with offending" would have been more accurate and appropriate. In 
another part of the demographic information questionnaire, the lead researcher had asked 
about whether the participant was married, single, or divorced. In order to obtain better, 
and more specific data, a better way of obtaining current relationship status would have 
been to ask how many times they have been married, including a space for separated 
status, and a space for men who are both married and divorced. However, only one man 
in group one checked two boxes (single and divorced). In yet another part ofthe 
demographic information questionnaire, the lead researcher had asked how many months 
the participant had been incarcerated. However, the question did not ask the participant 
to differentiate between an incarceration for a sex offense as opposed to other offenses 
not related to sexual impropriety. In another part of the demo graphic information 
questionnaire, the lead researcher asked the length of time in therapy spent with the lead 
therapist. The question did not ask to be specific in total months. 
Direct feedback from the researcher to the therapist suggesting steps they need to 
take in order to convey more empathy to particular clients who did not feel understood 
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was not used. A more direct approach may have assisted in making a difference between 
groups. 
This study was quasi-experimental. Feedback treatment was assigned to one of 
three intact groups. Ideally, participants would be randomly assigned to a treatment 
group. A control group is established in order to measure whether or not the clients 
changed for the better because the therapists changed their behavior based on the 
feedback itself or if the fact that clients were given the opportunity to provide feedback 
may have improved, or deteriorated scores if therapists had not even seen the feedback at 
all. One of the two control groups had three therapists instead of two which makes it 
more difficult to see consistency between the two control groups since there is more 
variance with one over the other. While the third therapist provides interesting data and 
interpretation, it also creates more noise in the crunching of statistics. Also, asking to 
rate empathy between three therapists as a whole may have been too confusing if 
participants happened to like one therapist and didn't like the other two. 
Another limitation in the study was that only ten weeks were used to receive 
perceived measures of empathy and to give feedback to the therapists. A longer period of 
time may have resulted in better data. There was also a limitation in participants 
involved in the study. Unfortunately the fmal sample was too small to sensitively detect 
treatment effect. Future research should include a larger N, particularly given the large 
effect size as represented by the partial eta squared data and also demonstrated by the 
data supporting helping alliance as demonstrated by the HAQ-II. 
Ideas for further research 
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There was an unexpected finding in a journal article written by Lambert et al. 
(2002) concerning the relationship between the working relationship and outcome. They 
found, " . . .  some slight differences in clients seeking treatment in the Summer/Fall 
semesters versus Winter/Spring semesters" (p. 96). Since the time of year seemed to 
make a difference it is also interesting to note the time of day therapy was conducted 
between groups in this study. Group three showed a trend toward significance in 
therapeutic alliance over groups two and one. It was also the only group to meet in the 
morning while groups two and three both met in the evening. This attending to the time 
of day when treatment occurs may prove important. 
The participants were asked to answer the questions in the ESR by responding to 
the therapists as a group and not to each individual therapist. Positive or negative 
response on the feedback could be perceived to apply to either therapist and thus 
responsibility may have been diffused. Therefore, a change in behavior based on the 
feedback may not seem reasonable on the part of either therapist when they feel less of a 
responsibility to change technique or attitude. In future research, it is recommended that 
data be collected on each specific therapist so that feedback would be helpful in 
providing each with feedback regarding his behavior or at least the client's perception of 
his behavior. This would have been helpful for this study where group one had more 
variance with three clinicians instead of two like group two and three. 
More detailed and specific feedback may also be desirable. Using the data 
already provided, feedback could be provided to the counselors regarding the percentage 
of items marked and what items were consistently found to be an area ofweakness or 
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strength for the counselor. After this information is  provided, a follow up 1 0-week 
empathy scale feedback design could be done again six months later to see if any ofthe 
items had changed, measuring improvement in the areas ofweakness and maintaining 
consistency in the areas of strength. 
Therapeutic groups have relationships that go beyond just therapist and client. 
There are times where other group members can help or discourage growth. Future 
research could measure therapeutic alliance among members in order to gain a 
measurement of group attitude, personality, and how much influence the leaders have in 
creating such an atmosphere. 
A future researcher could encourage group members to allow their identities to be 
known when the therapist reads the feedback. That way, the therapists would know what 
each group member thought and what he may need in order for a better alliance to form. 
The researcher could then measure whether specific strategies on the part of the therapist 
were effective. 
A similar experiment with a larger N often per group, no missing feedback and 
tighter controls to ensure no missing data variables would be well supported and would 
likely give the study more significant results. Hiring two graduate students to collect the 
data and control for extra variables may have ensured a more positive result than already 
received. 
In the present study, looking at how long participants had worked with the lead 
therapist may also have proved valuable. For instance, comparing HAQ-II and ESR 
scores from men who have been in therapy two years or longer with the lead therapist 
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with men who have been in therapy with the lead therapist for less than two years. 
Would the therapeutic alliance be different and in what way? 
A final suggestion is that more complete data be gathered on length of 
incarceration and specific convictions. This may shed light on whether more severe 
patterns of criminal behavior or antisocial tendencies influence the capacity to develop an 
effective alliance. 
Conclusion 
The OQ-45 .2 and the HAQ-II both showed significant gains, supporting the first, 
second, and third hypothesis. Symptoms were reduced as a result of treatment, the 
therapeutic alliance was improved over time in treatment, and the strength of the 
therapeutic alliance was related to the degree of symptom improvement. There were 
benefits over 1 0  weeks of study which shows a therapeutic alliance can be built with sex 
offenders and improved over time. These findings serve to further support the 
importance of the strength of the alliance between clients and their therapists as well as 
illustrate how sex offenders will also benefit from further research on their population. 
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Helping Alliance Questionnaire 
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Instructions: These are ways that a person may feel ox in relation to ;;u:nJLw::r 
person--their therapist Consider carefully your relationship with your 
mark each statement according to how strongly you or disagree, Pk(l$e mark 
1. I feel I can depend upon the therapist. 
-�---
i. I feel the therapist mtderntands me. t 2 
"---·-
3. I feel the therapist wants me to 1 acllieve my goals. 
4. At times l distrust the therapist's I 4 jndgment. 
the therapist in 1 4 
6. I believe we have similar ideas 1 about the nature of my problerw�. 
-
l generally respect tlm therapist's 
views about me. 4 5 
It The prneedures used in my therapy 3 4 5 are Mt well suited to my needs. 
9. l Uke the therapist as a pet$0n. 3 4 5 
_,,,,,,.,,,,,,,,_,_�---
1(}, m most sessions, the therapist and 























Empathy Scale (Revised) 
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Empathy Scale * 
(revised) 
lnttnlcti<m:J: Put a � (-/) In 1M OOl! to h •t ro m�ata 
now tlrOflQiy you � wfth uM sta�nt sbout ;rwr � r�t 
� S�Uitlon. i>tMH UIIIRT d t� tt�. 
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Appendix C 
Outcome Questionnaire 45.2 
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Administration and Scoring Manual: OQ·45.2 
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Outcome Questionnaire (OQTM.45.2) 
lr .. utn:tlo,.st L<xlkins *l< ever :4« l.wt week;. � tllday, 
lleip us U1l<iem.OO lxlw )!Oll ila� been f�ing. R.:ad � it<m� 
_,a,��y llfid mark 1:4<> !x>� Ulld<rr d11t atteg¢ty which !>em �'ibes 
your <:W'fomt situation. For thi$ quest� w«k is �nod as 
emplc�enL lcl>ool, nousew«k, volcm:tct war!�:. and ro fort!L 
Pka.;e do oot mlllie "'*'Y !mfils in the �...:! at-. 
Appendix D 
Demo graphic Information 
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Name: 
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(Will be removed after ID number is assigned) 
Demographic Information 









Length of incarceration (Total Months) : 
Criminal history (past and current offences) against: 
Persons under 18 years o ld 
Male 
Female 
Persons over 1 8  years old 
Male 
Female 
Length of time in therapy (group or individual) : 
Length of time in therapy with Peter Shannon: 
Appendix E 
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Helping Alliance Questionnaire (Reformatted) 
Name: 
Sexual Offenders 55 
(Name will b e  removed - feedback i s  not given to therapists) 
10 #: (Leave Blank - Researcher will fill in) 
Instructions : There are ways that a person may feel or behave in relation to another person - their therapists. Consider carefully your 
relationship with your therapists, and then mark each statement according to how strongly you agree or disagree. Please mark every one. 
Strongly Slightly Slightly Strongly 
Disagree Disagree Disagree Agree Agree Agree 
1 .  I feel I can depend upon the therapists . 1 2 3 4 5 6 
2 .  I feel the therapists understand me. 1 2 3 4 5 6 
3.  I feel the therapists want me to achieve mv qoals. 1 2 3 4 5 6 
4. At times I d istrust the ther8Qist's judqment. 1 2 3 4 5 6 
5. I feel I am working together with the therapists in a joint effort. 1 2 3 4 5 6 
6 .  I believe we have similar ideas about the nature of my problems. 1 2 3 4 5 6 
7 .  I qenerallv respect the therapist's views about me. 1 2 3 4 5 6 
8. The procedures used in my therapy are not well suited to my needs. 1 2 3 4 5 6 
9. I like the therapists as people. 1 2 3 4 5 6 
1 0. In most sessions, the therapists and I find a way to work on my problems 
together. 1 2 3 4 5 6 
1 1 .  The therapists relate to me in ways that slow up the progress of the 
therapy. 1 2 3 4 5 6 
1 2. A good relationship has formed with mv therapists. 1 2 3 4 5 6 
1 3. The therapists appear to be experienced in helping people. 1 2 3 4 5 6 
1 4. I want very much to work out my problems.  1 2 3 4 5 6 
1 5. The therapists and I have meaningful exchanges. 1 2 3 4 5 6 
1 6. The therapists and I sometimes have un profitable exchanges. 1 2 3 4 5 6 
1 7. From time to time, we both talk about the same important events in my 
past. 1 2 3 4 5 6 
1 8. I believe the therapists like me as a person. 1 2 3 4 5 6 
1 9. At times the therapists seem distant. 1 2 3 4 5 6 
Appendix F 
Empathy Scale (Reformatted) 
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Name: 
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(Name will b e  removed prior to feedback being given to therapists) 
ID #: (Leave Blank - Researcher will fill in) 
Instructions: Put a ( ) in the box to the right to indicate how strongly you agree with each statement about your most recent therapy 
session. Please answer all the items. 
Not true at ::;omewhat Moderately 
all true true Very true 
Positive Feelings about the Therapists 
1 .  I felt I could trust my therapists. 0 1 2 3 
2. My therapists were warm and supportive. 0 1 2 3 
3.  My therapists seemed sympathetic and concerned about me. 0 1 2 3 
4. My therapists treated me with respect. 0 1 2 3 
5. My therapists seemed to pay careful attention to what I said. 0 1 2 3 
6 .  My therapists seemed to understand what I said. 0 1 2 3 
7.  My therapists seemed to understand how I felt inside. 0 1 2 3 
Negative Feelings about the Therapists 
8. My theraQists seemed critical and judgmental.  0 1 2 3 
9. My therapists said things that seemed insensitive. 0 1 2 3 
1 0 .  My therapists seemed defensive. 0 1 2 3 
1 1 .  My therapists talked down to me. 0 1 2 3 
1 2 .  M y  therapists seemed frustrated and annoyed with me. 0 1 2 3 
1 3 .  My therapists seemed uncaring. 0 1 2 3 
1 4 .  M y  therapists seemed distant and uninvolved. 0 1 2 3 
1 5. My therapists seemed phony or insincere. 0 1 2 3 
1 6 . My therapists seemed rushed or distracted. 0 1 2 3 
Not true at Somewhat Moderately 
all true true Very true 
Helpfulness of the Session 
1 7. I was able to discuss problems that are important to me. 0 1 2 3 
1 8 .  My therapists and I worked on these problems effectively. 0 1 2 3 
1 9 .  The approach my therapists used made sense to me. 0 1 2 3 
20. My therapists and I are on the right track in solving my problems. 0 1 2 3 
21 . What I am learning in treatment seems useful to me. 0 1 2 3 
22. The session was helpful to me. 0 1 2 3 
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Outcome Questionnaire 45.2 (Reformatted) 
Name: 
Sexual Offenders 59 
(Name will be  removed - feedback is not given to  therapists) 
10 #: (Leave Blank - Researcher will fill in) 
Instructions: Looking back over the last week, including today, help us understand how you have been feeling. Read each item carefully 
and mark the box under the category which best describes your current situation. For this questionnaire, work is defined as em ployment, 
school, housework, volunteer work, and so forth. 
Almost 
Never Rarely Sometimes Frequently Always 
1 .  I qet alonq well with others. 
2. I tire quickly. 
3. I feel no interest in thinqs. 
4. I feel stressed at work/school. 
5. I blame myself for things. 
6. I feel irritated. 
7. I feel unhappy in my marriage/significant relationship. 
8. I have thouqhts of ending my life. 
9. I feel weak. 
10 .  I feel fearful. 
1 1 .  After heavy drinking, I need a drink the next morning to get going. 
I (if you do not drink, mark "never") 
1 2 .  find my work/school satisfying. 
1 3 .  am a happy person. 
1 4 .  work/study too much. 
1 5. feel worthless. 
1 6 .  am concerned about family troubles. 
17.  have an unfulfilling sex life. 
1 8 .  feel lonely. 
1 9 . have frequent arquments. 
20. feel loved and wanted. 
21 . enjoy my spare time. 
22. have difficulty concentrating. 
23. feel hopeless about the future. 
24. l ike myself. 
25. Disturbinq thouohts come into my m ind that I cannot get rid of. 
Never Rarely Sometimes Frequently Almost Nways 
26. I feel annoyed by people who criticize my drinking (or drug use) 
I !If not applicable, mark "never") 
27. I have an upset stomach. 
28. I am not working/studying as well as I used to. 
29. My heart pounds too much.  
30.  I have trouble getting along with friends and close acquaintances. 
31 . I am satisfied with my life. 
32. I have trouble at work/school because of d rinking or drug use. 
Wf not applicable, mark "never") 
33. I feel that somethinq bad is qoinq to happen. 
34. I have sore muscles 
35. I feel afraid of open spaces, of driving, or being on buses, subways, and 
so forth. 
36. I feel nervous. 
37. I feel my love relationships are full and complete. 
38. I feel that I am not doing well at work/school. 
39 . I have too many disaqreements at work/school. 
40. I feel somethinq is wronq with my mind. 
41 . I have trouble fallinq asleep or stayinq asleep. 
42. I feel blue. 
43. I am satisfied with my relationships with others. 
44. I feel angry enough at work/school to do somethinq I mioht reqret. 
45. I have headaches. 
Appendix H 
Consent to Participate 
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Consent to Participate in Research 
Therapuetic Attitudes and Beliefs 
Sexual Offenders 6 1  
This i s  a research study conducted by  investigators at George Fox University. W e  are 
studying therapuetic attitudes and beliefs in clients currently in therapy for a sexually 
related incidence. You will be asked to answer a set of questions that will require 
approximately 1 5  minutes to answer. The results from this research are expected to 
increase public knowledge regarding the therapuetic alliance and its effectiveness. 
You will be assigned a unique identification number to provide feedback and to coordi 
all materials for each p erson. Your name and any information that is obtained in 
connection with this study and that can be used to identify you will be kept confidentic: 
including feedback to the therapists . Your completion of the materials will act as yom 
agreement to participate in the study. 
Your participation in this study is entirely voluntary. You may refuse to answer indivi' 
questions within the study, or you may discontinue all participation in this study at an) 
time without your evaluation in therapy b eing affected. 
I will be glad to answer any questions about the procedures of this study. If you would 
to know the results ofthe study, p lease include a separate piece of p aper with your nar 
and mailing address; you will then be notified when results are completed. 
Concerns about any aspect of this study may be referred to Adam G. Fenske, M.A., 
primary investigator, at 5 03-85 1 - 1 73 6  or Rodger K. Bufford, research advisor, at 503-
2750. 
I voluntarily consent to p articipate in this study by completing the following materials .  
completing the following materials I certify that I am 18 years of age or older. 
I certify that I have presented the above information to the participant 
signature of investigator date 
Appendix I 
Cover Page 
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Cover Page 
Page 1 of 3 
To: Peter Shannon 
From: Adam Fenske 
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Subject: Group 3 Feedback from Week 3 
Appendix J 
Empathy Scale Scoring Page 
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Total Score 
28 
26 - 27 
21 - 25 
1 6 - 20 
0 - 1 5  
Total Score 
1 0 - 36 
6 - 9  
3 - 5  




26 - 27 
2 1 - 25 
1 6 - 20 
0 - 1 5  
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Positive Feel ings 
com pletely satisfied 
moderately satisfied 
somewhat satisfied 
moderately d issatisfied 
extremely d issatisfied 




s l ight 
none 
Helpfu lness of the session 
com pletely helpfu l 
moderately helpfu l 
somewhat helpful 
moderately d issatisfied 
extremely d issatisfied 
Appendix K 
Interpretation with Codes 
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G3M0 1 
Sexual Offenders 67 
In their most recent group session, this client felt moderately dissatisfied in the positive 
feelings about their therapists. They also had a moderate level of negative feelings about 
the therapists. They were moderately dissatisfied in the helpfulness of the session. 
G3M02 
In their most recent group session, this client felt completely satisfied in their positive 
feelings about their therapists. They also had no negative feelings about the therapists. 
They were somewhat satisfied in the helpfulness of the session. 
G3M04 
In their most recent group session, this client felt somewhat dissatisfied in their positive 
feelings about their therapists. They also had slightly negative feelings about the 
therapists. They were somewhat satisfied in the helpfulness of the session. 
G3M05 
In their most recent group session, this client felt completely satisfied in their positive 
feelings about their therapists and had no negative feelings about their therapists. They 
found the helpfulness of the session to be completely helpful. 
G3M06 
In their most recent group session, this client felt moderately satisfied in their positive 
feelings about their therapists. They also had slightly negative feelings about their 
therapists. They found the helpfulness of the session to be somewhat helpful. 
G3M07 
In their most recent group session, this client felt somewhat dissatisfied in their positive 
feelings about their therapists. They also had no negative feelings about their therapists. 
They found the helpfulness of the session to be moderately helpful. 
G3M08 
In their most recent group session, this client felt somewhat dissatisfied in their positive 
feelings about their therapists. They also had a moderate level of negative feelings about 
their therapists. They were moderately dissatisfied about the helpfulness of the session. 
Appendix L 
Letter to Lead Therapist 
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Peter, 
Sexual Offenders 69 
You will notice that this week I took off the codes. The reason is, if a client misses a 
session and a code is missing for that week you will know who it was. Something I 
didn't think about until this week. 




Interpretation Without Codes 
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Sexual Offenders 7 1  
In their most recent group session, this client felt somewhat dissatisfied in the positive 
feelings about their therapists. They also had a no negative feelings about the therapists. 
They were somewhat satisfied in the helpfulness of the session. 
In their most recent group session, this client felt completely satisfied in their positive 
feelings about their therapists. They also had no negative feelings about the therapists. 
They found the helpfulness of the session to be completely helpful. 
In their most recent group session, this client felt somewhat dissatisfied in their positive 
feelings about their therapists. They also had a moderate degree of negative feelings 
about the therapists. They were somewhat satisfied in the helpfulness of the session. 
In their most recent group session, this client felt completely satisfied in their positive 
feelings about their therapists and had no negative feelings about their therapists. They 
found the helpfulness of the session to be completely helpful. 
In their most recent group session, this client felt somewhat dissatisfied in their positive 
feelings about their therapists. They also had no negative feelings about their therapists. 
They found the helpfulness of the session to be somewhat helpful. 
In their most recent group session, this client felt somewhat dissatisfied in their positive 
feelings about their therapists. They also had no negative feelings about their therapists. 
They found the helpfulness of the session to be somewhat helpful. 
! l 
Appendix N 
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Emoathv Scale 
















Empathy Scale Example 
G2M07 
Sexual Offenders 7 5 
Empathy Seal$ 
l�ons; Put a ( .J) in llw box to the fight to !ndl� how s!rofl9IY you agreq with each sta!&ment about your most recent therapy 
session, � MII'Wet all tim �lams. 
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Outcome Questtonaire 45.2 
lnstrYc�; Looking back over the last week, including today, help us understand how you have been feeling, Read each !mm carefully 
and mark the oox under !he category which best describes your current sliua!ion. For this questionnaire, work is defined as employment, 
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Outcome Questlonaim 45.2 
Name: 
U'>lame Wlii beremoved - feedback is no! g1ven to theraptsts) 
ID #: (Leave Eliank - Researcher will flll in) ......,._,· �ik:-'-
Instructions: Look111g back over the last week, including today, help us understand how you have been !eeling. Read each 1tem carefully· 
and mark the box under !he category which best describes your curren! situation. For !hi$ questionnaire. work is dehned as employment 
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Curriculum Vitae 
Adam G. Fenske, M.A. 
898 Foothill Ct. NE #204 
Keizer, OR 97303 
fenske2@msn. com 
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Education/Honors 




Student in Doctorate of Clinical Psychology Program 
Graduate School of Clinical Psychology, AP A Accredited 
George Fox University, Newberg, Oregon 
Masters of Arts, Clinical Psychology 
Graduate School of Clinical Psychology, AP A Accredited 
George Fox University, Newberg, Oregon 
Master of Arts, Counseling 
Denver Theological Seminary, CACREP Accredited 
Denver, Colorado 
Academic Honors 
Bachelor of Science, Human Development & Family Science 
Oregon State University, Corvallis, Oregon 
Supervised Clinical Experience 
08/2007 - 08/2008 Internship: University OfMaine, Orono, Maine 
Duties: 
- Individual and Group Psychotherapy with University students 
- Progress Notes and Treatment Planning 
- Outreach Activities 
Supervisor: To be determined 
09/2006 - 7/2007 Pre-Internship : Salem Veteran Center, Salem, OR. 
Duties: 
- Individual and Group Psychotherapy with War Veterans who 
suffer from PTSD 
- Progress Notes and Treatment Planning 
Supervisor: Dave Collier, Ph.D. 
1 112005 - 7/2006 Practicum II: Oregon State Hospital, Salem, OR. 
Duties: 
- Crisis Ward (48-C) 
- PSRB Ward (48-B) 
Supervisors : Angela Harmon, Psy.D. 
Frank Siebel, Psy.D. 
Steve Wilson, Ph.D. 
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1 1 /2005 - 6/2006 Practicum II: Cascadia Behavioral Health, Portland, OR 
Duties: 
- Residential treatment with adults who have Schizophrenia 
Supervisor: Byron Fujita, Ph.D. 
1 0/2005 fi present Practicum II: Private Office, Beaverton, OR 
Duties :  
- Individual psychodynamic therapy to adults 
Supervisor: Kurt Free, Ph.D. 
9/2005 - 1 1/2005 Practicum II: George Fox University, Newberg, OR 
Duties: 
- Supervising skill practice groups for undergraduate students 
taking, Advanced Counseling (PSYC382) 
Supervisor: Kristina Kays, Ph.D. 
8/2004 - 8/2005 Practicum 1: Sunnyside Counseling Center, Portland, OR 
Duties: 
- Individual psychotherapy to adults 
- Couples psychotherapy 
- Progress Notes & Treatment Planning 
Supervisor: Steve Spotts, Psy.D. 
8/2004 - 4/2005 Practicum 1: Men's Group, Portland, OR 
Duties : 
- Men's psychotherapy group 
- Progress Notes & Treatment Planning 
Supervisor: Steve Spotts, Psy.D. 
112004 - 4/2004 Prepracticum II: University Counseling Center, George Fox 
University, Newberg, OR 
Duties :  
- Individual psychotherapy to university students 
- Progress Notes & Treatment Planning 
- Tape review of clinical skills 
Supervisor: Charity Benham, M.A. 
9/2003 - 12/2003 Prepracticum 1: George Fox University, Newberg, OR 
Duties: 
12/2002 - 5/2003 





200 1 -2003 
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- Individual psychotherapy skills training with graduate students 
- Tape review of clinical skills 
Supervisor: Nathan Henry, M.A. 
Practicum II: Developmental Disabilities Resource Center 
(DDRC), Denver, CO 
Duties :  
- Conduct Welfare Visits (Safety Check & Individual Therapy) 
- Co-lead Group Therapy (Sexual Behavioral Modification) 
- Progress Notes & Treatment Planning 
Supervisors: Brady Quarterman, M.A. & Morri Namaste, M.A. 
Practicum II: Shepherd's  Gate Counseling Center, Denver, CO 
Duties: 
- Child Therapy 
- Progress Notes & Treatment Planning 
Supervisor: Brady Quarterman, M.A. 
Practicum 1: Arapahoe/Douglas Mental Health, Littleton, CO 
Duties: 
- Administer Intakes (Background, Diagnosis, and Referral) 
- Co-lead Group Therapy (Drug and Alcohol Addiction) 
- Lead Group Therapy (Borderline Patients) 
- Individual Therapy 
- Progress Notes & Treatment Planning 
Supervisor: Diana Foster, M.A. 
Prepracticum: Denver Theological Seminary, Denver, CO 
Duties :  
- Individual psychotherapy skills training with graduate students 
- Tape review of clinical skills 
Supervisors: Jim Beck, Ph.D. & Susan Lawson-Cauthan, M.A. 
Prepracticum: 









7/05 - 7/06 
Part Time 7/05 - 7/06 
2/00- 12/03 
Full Time 2/00-8/01 
Cascadia Behavioral Health 
Portland, OR 
Duties :  
- On-call Residential position 
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- Work with SPMI population in residential setting 
- Light housekeeping 
- Meal preparation 
- Medication dispensing 
- Skills training 
- Monitor daily skills 
- Client documentation and team decision-making 
Developmental Disabilities Resource Center (DDRC), 
Lakewood, CO 
Duties :  
- Supporting each clients individual plan for the year 
- Attending the clients annual individualized plan meeting 
- Recording any misconduct between clients 
- Toileting, feeding, giving medication to, and fixing lunches for 
the clients 
- Taking the clients out on field trips into the community (i.e. 
malls, zoo, museums, parks, bowling). 
- Cleaning and maintaining vehicles 
- Maintaining a community budget 
- Planning community monthly activities 
- Logging hours for client community activities 
Sub Status 08/01-5/03 
8/98-1 0/98 
- Managing a work line with 12 disabled employees 
- Recording amount of work done by each client 
- Quality checking each client's work 
- Entering appropriate work data into the computer 
- Supervising the lunch room 
- Toileting clients 
- Picking up and dropping off clients before and after work 
Lost and Found (Residential Treatment Center), Denver, CO 
Duties :  
- Graveyard shift 
- Handling problems with the boys throughout the night 
- Paperwork and filing 
- Assisting the boys through chores in the morning 
- Accompanying clients to church on Sundays 
- Cooking breakfast and doing laundry 
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Volunteer Experience/Interests 
9/20/05 - 7/1 1/06 
\9/20/05 fi present 
9/20/04 -10/01 /05 
5/0 1/04-4/01 /05 
7/07/02-7/2 1/02 
3/08/00-3/2 1/00 
6/1 997-8/1 997 
1 996 & 1 997 
6/1 996-9/ 196 
Research Assistant, Newberg, OR. 
- Researched client charts at 7 Western Psychological and 
Counseling Center locations in the Portland area to fmd LSQ & ES 
scores as well as demographic information relevant to the study. 
Student Council Representative, Newberg, OR. 
Attend STUCO meetings 
Vote on relevant issues concerning the PsyD program 
Assess budget 
Spring Banquet Committee 
Married Couple Seminar Committee 
Professional Community Mentor Committee 
Admissions Committee 
Soup Night, Portland, OR. 
Serving the homeless once a month 
George Fox University, Newberg, Oregon 
- Peer Mentor for first year student 
Hermeneutics Class, Guatemala City, Guatemala 
- Cultural Hermeneutic class at Seminario Teologico 
CentroAmericano 
Mission Trip, Dublin, Ireland 
- Two youth rallies 
- Two youth conferences 
C amp Adventure, Seoul, S. Korea 
- Counselor 
- Lifeguard 
- Sports Director 
Dixon Lodge Vice President & Sports Coordinator (Oregon 
State University), Corvallis, OR 
- Organizing and planning house activities and decisions 
- Coordinated sporting events the house participated in 
Camp Counselor at Camp Tadmor, Salem, OR 
- Managed 12 boys per cabin for 12 weeks 
- Organized pro grams 
- Spoke for certain events 
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6/1 993 Mission Trip, Tiajuana, Mexico, 
- Rebuilt structures after flooding 
Professional Affiliations 
1 0/2005 - 1 0/2006 
4/2004 - 4/2007 
9/2003 :fi present 
6/2003 - 3/2005 
Oregon Psychoanalytic Center member 
CAPS Doctoral Student Member 
American Psychological Association Student Affiliate 
National Certified Counselor, #83635 
Relevant Coursework 
Denver Seminary 
Theory and Practice 
Clinical Foundations: Counseling 
Groups in Counseling 
Assessment 
Career Assessment in Counseling 
Research and Evaluation in Counseling 
Professional/Ethical 
Professional Orientation 
George Fox University 
Theory and Practice 
Human Development 
Social Psychology 






Child and Adolescent Psychopathology 
Professional/Ethical 
Ethics for Psychologists 
Theoretical Foundations: Development 
Social & Cultural Foundation of Counseling 
Assessment & Measurement in Counseling 
Clinical Foundations: Diagnosis 
Psychodynamic Psychotherapy 
Learning, Cognition, and Emotion 
Cognitive/Behavioral Psychology 
Systems oflntegration 
Biological Basis of Behavior 
Personality Assessment 
Intellectual and Cognitive Assessment 
Projective Assessment 
Assessment Instruments Administered, Scored, and Interpreted 
W AIS-III Forer Structured Sentence Completion 
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Multiscore Depression Inventory 
Personal Assessment Inventory 
MCMI-III 







WMS-III Rorschach - Test 
House-Tree-Person Test Family Kinetic Drawing 
Sentence Completion TAT 
Taylor Johnson Temperament Analysis 
read and reviewed: 








































Advocacy for Psychologists: Oregon Capital Mall, Salem, OR 
Motivational Interviewing 
George Fox University, Newberg, OR 
Presenter: William Miller, Ph.D. 
Personality Disorders: Cluster B 
Oregon State Hospital, Salem, OR 
Presenter: Sandra Lundblad, Psy.D. 











George Fox University, Newberg, OR 
Presenter: Beth Brokaw, Ph.D. 
Sexual Offenders 9 1  
Recognizing and Treating Sexual Addiction in Everyday Practice 
George Fox University, Newberg, OR 
Presenters: Earl Wilson, Ph.D. & Ryan Hosley, M.A. 
Trauma 
Oregon State Hospital, Salem, OR 
Presenter: Terry Brenner, Psy.D. 
Methamphetamine - Substance Induced Psychosis 
Oregon State Hospital, Salem, OR 
Presenter: Michael Durran, MD 
Sex Offender Treatment 
Oregon State Hospital, Salem, OR 
Presenter: Elena Balduzzi, Psy.D. 
Motivational Interviewing 
Oregon State Hospital, Salem, OR 
Presenter: Jim Mills, M.A., LMFT 
Working With Returning Iraq and Afghanistan War Veterans. 
George Fox University, Newberg, OR 
Presenter: Pat Stone, Ph.D. 
Association for the Treatment of Sexual Abusers 2005 Conference 
Salt Lake City, Utah 
Motivational Interviewing: Theory, Practice, and Evidence. 
George Fox University, Newberg, OR 
Presenter: Denise Walker, Ph.D. 
Advocacy for Psychologists: Oregon Capital Mall, Salem, OR 
Presenter: Susan Pachin, Ph.D. & Pat Stone, Ph.D. 
Personal meetings with Oregon State Representatives: 
Rep. Kevin Cameron & Rep. Kim Thatcher 
In regard to : SB 407 Prescriptive Authority 
HB 25 1 4  Rural Provider Tax Credit 
SB 1 Mental Health Parity 
Sex, Drugs, and Rock 'n Roll: The Symbolization of Adolescence: 
Oregon Psychoanalytic Center, Portland, OR 
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Psychodynamic Therapy Discussion Group: 
George Fox University, Newberg, OR 
Facilitator: Kurt Free, Ph.D. 
WISC-IV: An Overview and Discussion of Changes:  
George Fox University, Newberg, OR 
Presenter: Jerome Sattler, Ph.D. ,  ABPP/CL 
Wide Range Assessment of Memory and Learning - 2 :  
Administration, Uses, and Interpretation Strategies :  
George Fox University, Newberg, OR 
Presenter: Wayne Adams, Ph.D., ABPP/CL 
Dialectical Behavioral Therapy: 
George Fox University, Newberg, OR 
Presenter: Brian Goff, Ph.D. 
Advocacy for Psychologists: 
George Fox University, Newberg, OR 
Presenter: Susan Pachin, Ph.D. 
